Fibro-osseous lesions are a heterogeneous mix of pathologies, comprising odontogenic lesions in the jaws and nonodontogenic lesions in other skeletal parts. Ossifying fibroma (OF) is uncommon, clinically benign, slow growing, true, central, osteogenic neoplasm with significant growth potential. We present a rare case of a 28-year-old female patient with a large, painless growth in the left maxilla crossing the midline which was histopathologically diagnosed as trabecular OF and surgically intervened for treatment purpose.
INTRODUCTION
Fibro-osseous lesions consist of a heterogeneous mix of pathological entities, one subgroup of odontogenic origin occurring in the maxilla and mandible, and the second subgroup of nonodontogenic origin in the jaws as well as other parts of the skeleton. [1] The benign fibro-osseous diseases proposed by Brannon and Fowler, 2001, include fibrous dysplasia (FD) (monostotic, craniofacial, polyostotic, and McCune-Albright syndrome), ossifying fibroma (OF) and juvenile OF (JOF), and osseous dysplasia (periapical, focal, florid, familial gigantiform cemetoma). Differential diagnosis may include Paget's disease, low-grade osteosarcoma, osteoblastoma, osteoid osteoma, cementoblastoma, central odontogenic fibroma, proliferative periostitis, renal osteodystrophy, central giant cell granuloma, Brown tumor, aneurysmal bone cyst, cherubism, and focal cemento-osseous dysplasia (COD). [2, 3] OF, a fibro-osseous lesion, [2] is uncommon [2, 4] clinically benign, slow growing, true, central, [1, 3, 5] osteogenicneoplasm [2, 4] with significant growth potential, [2] predominant in females, usually occurring in the third and fourth decades of life and with a predilection for the mandibular molar and premolar area than the maxilla. [3] 
CASE REPORT
A 28-year-old female patient reported with the chief complaint of a painless large growth in left maxillary region crossing the midline [ Figure 1a and b]. History revealed that the patient noticed a small painless growth in the gingival region of the permanent maxillary left canine region [ Figure 2 ] approximately 10 years before the presentation of the case, when the patient was approximately 18 years of age. Initially, it was slowly and continuously enlarging in size. The patient gave a history of extraction of maxillary left anterior teeth 4 years ago after which the swelling subsided after a few days, but the swelling reappeared 3 years ago (1 year after treatment) in the same region. The patient reported of biopsy of the swelling having been performed but she did not revert back to the hospital for treatment.
She presented to the outpatient dental care unit with difficulty in mastication, speech and complained of facial disfigurement. The general medical history was not relevant. Clinical examination revealed facial asymmetry and a solitary extra oral swelling measuring about 7 cm × 5 cm with diffused borders, extending superiorly from the left infraorbital margin to the ipsilateral angle of the mouth inferiorly, and laterally from the body of the left zygoma crossing the midline to an imaginary line joining the right ala of nose and the vermilion border of the right side of upper lip. Obliteration of the left nasolabial fold was observed. It blocked the left nasal cavity by pushing the left lateral wall of the nose, left eye epiphora and diminished vision in the left eye. Intraoral examination revealed a solitary pale pink mass extending from the mesial aspect of 11 up to the mesial aspect of 24. It involved the anterior palatal rugae area and extended anteriorly to obliterate the maxillary labial vestibule. 21, 22 and 23 were clinically missing on initial examination. The swelling displaced permanent maxillary right anterior teeth distolabially.
The swelling was nontender, both extraorally and intraorally, firm in consistency with no evidence of secondary changes on the overlying skin extraorally and the oral mucosa intraorally. A single left submandibular lymph node was mildly tender and palpable, measuring 1 cm diameter. It was movable and not fixed to the underlying tissues. The growth was surgically excised under general anesthesia. A labial vestibular incision was made, layerwise dissection was done to expose the pathological lesion, the growth was excised and the bony defect was recontoured. Hemostasis was achieved and layer wise closure of tissue was done. Postoperatively, a palatal splint was given to the patient. Histologic picture of the surgically excised post-operative specimen was identical with that of the biopsy specimen. Post-operative recall revealed uneventful recovery of the patient [ Figure 5 ].
DISCUSSION
Benign fibro-osseous lesions of the head and neck region are uncommon and constitute a wide range of tumors sharing some histopathological features. These include FD, OF, and COD. OFs are rare benign, neoplasms arising from undifferentiated cells of the periodontal ligament tissues. [2, 6] It represents a definite entity which should be separated from FD of bone and other fibro-osseous lesions which do not represent true neoplasms. [5] Its origin has been suggested to be odontogenic or from the periodontal ligament. [2, 3] There is a remarkable similarity and overlap in the clinical and histologic features between this lesion and cementifying fibroma. These two are separate benign tumors, identical in nature except for the cell undergoing proliferation, osteoblasts and cementoblasts, respectively. [5] Central OF, though not malignant, is an aggressive lesion [2] which grows persistently and distorts or destroys structures with which it comes in contact. [7] Despite its slow growth, it may behave in a locally aggressive manner [2] and invade adjacent anatomic structures. [8] According to the WHO classification of odonogenic tumors, 2005, JOF is further subdivided into juvenile psammomatoid OF (JPOF) and juvenile trabecular OF. [2, 9, 10] JPOF shows calcifications corresponding to psammoma like bodies. [2] Unlike the conventional slow growing OF, JOF occurs more often in children and young adults. Johnson et al., 1991, reported a mean age of presentation of 21 years and an age range of 3 months to 72 years. [8] Although OFs may manifest as small asymptomatic lesions that are noted only on routine dental radiographs, most are slow growing expanding lesions that often average more than 3 cm in diameter at the time of diagnosis. [7, 11] Cytogenetic study of OFs has been limited; however, molecular changes have been identified. It has been exhibited that OFs showed balanced translocations with recurring breakpoints at Xq26 and 2q33. Moreover, it was also reported that mandibular OF exhibited an interstitial deletion on chromosome 2 between q31-32 and q35-36. The significance of these findings should be confirmed after the analysis of additional tumors.
Histopathologically, OFs usually consists of moderately cellular, relatively avascular, dense fibrous stroma. The calcified material may consist of thin, irregularly shaped trabeculae of woven bone, scattered trabeculae of lamellar bone, deposits of basophilic staining, round or ovoid, cellular or acellular calcified deposits that have been likened to cementum or any combination thereof. Unlike FD, the lesional bone in OFs does not fuse with adjacent uninvolved cortical bone. [7, 12] The management of OFs ranges from observation of asymptomatic lesions to complete surgical enucleation or resection of larger lesions. Recurrence rates vary from study to study. [7] It can be concluded that OF is a benign neoplasm that can recur especially if incompletely removed. [11, 13, 14] CONCLUSION Benign fibro-osseous diseases of the maxillofacial bones make up a diverse collection of disorders that include neoplastic and non-neoplastic diseases and hereditary and non-hereditary conditions. The wide variety of terminology used to describe fibro-osseous lesions has contributed much confusion surrounding these lesions. However, classification schemes proposed provide foundation on which the results of future clinical, microscopic, and molecular studies can be added to further define and understand this unique group of bone lesions. Early detection and complete surgical excision of these lesions, followed by frequent follow ups over a long time span are vital due to the aggressive nature and high recurrence rate of these tumors.
